Documentation of appropriate escalation of treatment was identified as a problem for junior doctors and Critical Care Outreach Nurses at Musgrove Park Hospital. An audit of resuscitation and escalation documentation of all wards found that of the patients who were not for Cardiopulmonary resuscitation (and therefore not for full escalation of care), 78.4% had no documentation of the appropriate level of escalation of treatment should they deteriorate. The majority of junior doctors had experienced cases where they felt that inappropriate treatment had been given, where no escalation plan was documented.
care, ward based non-invasive ventilation, and appropriate use of intravenous or oral antibiotics. This then prompted the responsible clinician to consider and document appropriate escalation of treatment.
The CPR-TEP form was trialed using a quasi-experiment design allowing the aim to be tested using two groups -intervention and control. All patients in the intervention group were not for CPR and therefore had their TEP-CPR form filled in fully (n= 68). The control group consisted of patients who were not for CPR but who did not have a TEP form filled in (n=36).
The appropriateness of OOH (out of hours) treatment in those patients who experienced clinical deterioration was judged by questionnairebased feedback from the in-hours team the following morning. Levels of inappropriate treatment between the two groups were compared to test the aim.
At the end of the study period, questionnaire feedback indicated that 11.1% of patients in the group with the new CPR-TEP document had received inappropriate OOH care compared to 44.4% of patients in the group without the document.
Using the TEP alongside resuscitation documentation prompts the responsible clinician to consistently consider and document the appropriate escalation of care for their patient, improving communication with the out of hours team and appropriate escalation of care in the event of patient deterioration.
Problem
For patients in an acute hospital setting, deterioration in clinical condition frequently occurs outside of normal working hours. In some patients, cardio-pulmonary resuscitation (CPR) is unlikely to improve survival but this does not preclude the use of other resuscitative treatment modalities, such as intravenous fluids and antibiotics, or more invasive measures like ventilator support and inotrope/vasopressor therapy. Patient factors, including pre-morbid function, influence the clinical benefit conferred by individual treatment modalities, but any pre-existing wishes and values will also help determine which of these measures may be inappropriate.
Within working hours there is greater opportunity to explore these factors, and often it is possible for in-hours teams to identify patients at foreseeable risk of deterioration. In these patients, documentation of any inappropriate treatments allows the in-hours team to tailor care to the individual's clinical circumstances and guide out-of-hours (OOH) management, thus promoting beneficence. Our preliminary research suggested that the resuscitative treatment modalities used OOH in patients categorised 'not for CPR', was sometimes considered by in-hours teams to conflict with best interests.
Background
The principle of beneficence dictates that the health professional's duty is to act in the best interests of the patient at all times.
Prolonging life at all costs without due regard to the burden of treatment conflicts with this principle, and it is thus the duty of the doctor to carefully consider the likelihood of benefit from each treatment modality, on an individual patient basis, giving thought to pre-morbid level of function, beliefs and wishes. Blanket policies of 'for all treatment' or 'for no treatment' are ethically indefensible.
The resuscitation council outlined that ;advance care planning, The aim of the study was to identify whether creating a TEP within normal working hours in patients categorised 'not for CPR' could reduce the number of patients receiving inappropriate treatments during OOH deterioration. This was in comparison to similarly categorised patients who had no written documentation of inappropriate treatment modalities.
Baseline Measurement
On a single day, the clinical notes of 178 patients were audited. In those who had a completed CPR form (58%; n= 103), 46% (n=81) were 'not for CPR' but in more than three quarters of these patients (78%; n= 61), there was no documentation of which treatment modalities were considered to be inappropriate in the event of clinical deterioration. On the same day, the number of patients who experienced an OOH clinical deterioration (5pm-9am) requiring review by on-call doctors was recorded (n=30). In 40% (n=12) and no CPR decision was documented. In the remainder (n=18) with a CPR decision, 'not for CPR' was documented in 50% (n=9) but 77% of these patients (n=7) had no written documentation of treatment measures considered inappropriate. In the two patients who did have a documented ceiling of escalation, the phrase 'in the event of deterioration, this patient is for ward based care only' was used, with no mention of specific resuscitative treatment options.
Subsequent feedback from the in-hours team regarding appropriateness of the OOH treatment in these 9 patients was assessed via questionnaire the following morning. In 44% (n=4), one or more treatment modalities were felt to have been inappropriate for the patient in question and not in their best interests.
In a survey of junior doctors in the hospital, 86% recalled at least one occasion where they had required a senior colleague to complete a CPR form after deterioration in a patient's clinical 
Strategy
In total, four PDSA cycles were used to develop the final TEP-CPR form. 
Results
The number of admissions to the two intervention wards over the study period was 90; the TEP component of the new document was completed in 75.5% (n=68), for all patients whose CPR decision was 'not for CPR'. In this group, 66% (n=45) had an OOH clinical deterioration during the study period. There were 36 patients in the comparison group. At the end of the study period, questionnaire feedback indicated that 11.1% of patients in the group with the new CPR-TEP document had received inappropriate OOH care compared to 44.4% of patients in the group without the document).
Analysis of the medical notes in the 5 patients in the intervention group whose OOH care was deemed inappropriate despite a completed CPR-TEP form identified that the documented ceiling of appropriate treatment modalities had not been followed due to disagreement by the medical registrar on call.
Lessons and Limitations
The limitations of the study are related to the study design. Patients were not assigned randomly to the intervention group. The CPR-TEP document was completed for patients on the two wards in the hospital with the highest rates of OOH clinical deterioration. These wards were an acute elderly care ward and an oncology ward. In these patients there was foreseeable risk of clinical deterioration and due to the high proportion of time that is spent communicating with patients and relatives/carers on these wards, a great deal is known about the patient's wishes thus it may have been easier to decide which treatment modalities would be in the patient's best interests. For patients on the other wards in whom CPR was deemed futile but without obvious potential for clinical deterioration, deciding which treatment modalities are in the patient's best interests may not be so easy; what is or is not appropriate may depend on the nature of deterioration. Our sample size was very small and although our data is promising, it is limited in its power.
To improve this we need to monitor greater numbers of patients who have deteriorated and then follow up with feedback from inhours teams. It is important to do this while the patient has capacity to make these decisions, which may be lost in the event of future deterioration. Research suggests that the outpatient clinic setting is an ideal place to discuss these important issues as there is greater privacy than on the open hospital ward and patients are often seen over a long period of time by the same consultant (or his/her team).
Conclusion
All doctors will at some point be involved in end of life care and should therefore take an interest in ensuring that quality of life during this period.
